Life-sustaining treatment at the end of life gives rise to many ethical problems in Japan.
gives rise to many ethical problems in Japan. Recent surveys of Japanese physicians suggested that they tend to treat terminally ill patients aggressively. We studied why Japanese physicians were reluctant to withhold or withdraw life-support from terminally ill patients and what affected their decisions. Design and participants -A qualitative study design was employed, using a focus group interview with seven physicians, to gain an in-depth understanding of attitudes and rationales in J7apan regarding medical care at the end of life. Results -Analysis revealed that physicians and patients'family members usually make decisions about life-sustaining treatment, while the patients' wishes are unavailable or not taken into account. Both physicians andfamily members tend to consider withholding or withdrawing life-sustaining treatment as abandonment or even killing. The strongest reason to start cardiopulmonary resuscitation -and to continue it until patients 'family members anrive -seems to be the family members' desire to be at the bedside at the time of death. All physicians participating in our study regarded advance directives that provide information as to patients' wishes about life-sustaining treatment desirable. All expressed concern, however, that it would be difficult to forgo or discontinue lifesupport based on a patient's advance directive, particularly when the patient's family opposed the directive.
Introduction
Recent surveys of Japanese physicians have been suggestive of attitudes toward life-sustaining treatment and advance directives in Japan. A comparative survey of 136 Japanese and 77 Japanese-American physicians revealed that Japanese physicians tend to treat terminally ill patients significantly more aggressively than Japanese-American physicians. 
Results

LIFE-SUSTAINING TREATMENTS
The participating physicians revealed that it was very unlikely for terminally ill patients to be informed of their medical status: (For the most part the italicised comments which follow represent the views of all respondents. However, in some instances, they are quotes from a single physician.)
When we find an advanced cancer, we contact the patient'sfamily members in order to explain the diagnosis and prognosis to them first. We also ask the family members whether we should disclose the information to the patient. In many cases, the family asks that we not disclose a diagnosis of cancer to the patient.
Decisions at the end of life were usually made without consulting patients to find out their explicit wishes or intentions. The physicians revealed how they made decisions regarding life-sustaining treatment. All participating physicians admitted to a common experience:
The patient's family or the family members and physician together usually make decisions whether or not to provide a terminally ill patient with life-sustaining treatment. It is very rare for even a competent patient to participate in these decisions.
Often the patients' wishes about prolonging life were not obtained when such decisions had to be made because the patients were no longer competent:
Many of my patients are in a coma when we have to decide whether to prolong life. In many cases the patients are incompetent and cannot make decisions.
Different physicians had different approaches to the disclosure of a diagnosis of cancer and to informed consent. One of the physicians participating in the interview opposed the procedure of informing the family first:
It is not appropriate for physicians to disclose the diagnosis of cancer to a patient's familyfirst. We should tell the patient first because it is the patient who has the cancer. In my institution, we have disclosed the diagnosis of cancer first to almost all our patients, say in 99% of cases. I explain the precise prognosis to my patients when they ask for it.
This physician explained why he believed he ought to disclose the truth:
I do not know whether disclosing a cancer diagnosis is absolutely right or not, but I need to explain the diagnosis, prognosis, and effectiveness of treatment to my patients. Chemotherapy usually requires two months' treatment to prolong a patient's life two more months. Some patients would not want to undergo such chemotherapy. So, I must explain all relevant information to them so that they can avoid unwanted treatment and stay out of the hospital.
One possible explanation for these inconsistent attitudes among physicians was given:
There is neither open discussion nor a written policy regarding how and how much information should be given to patients with serious illnesses. Ethics committees in Japan do not discuss individual cases in regard to the appropriateness ofprolonging life.
The physicians revealed their attitudes towards lifesustaining treatments:
Even when life-sustaining interventions for a competent but moribund patient turned out to be futile, we never asked the patient whether we should discontinue the interventions. In reality, it is extremely rare for the medical team in charge to take the initiative to withdraw life-sustaining interventions from any patient.
The physician who usually disclosed the diagnosis and prognosis of cancer to his patients also discussed life-sustaining treatment with his patients: Whether or not the patient's family was present at the bedside when cardiac arrest happened was also significant. The physicians revealed why:
I would not perform CPR if the family members were at the bedside. In some families, it is very important to be there when the patient passes away.
Some families evaluated the attending physicians' sincerity based upon how they treated the dying patients:
Cardiopulmonary resuscitation is an important ceremony for some families. We are expected to do something at the end of the patient's life.
ADVANCE DIRECTIVES
The physicians disclosed their attitudes towards patient self-determination and advance directives: I would regard patients' wishes about life-sustaining treatment expressed in advance directives; their selfdetermination should be respected. It is our role to evaluate patients' medical situations, but we should also respect patients' decisions regarding whether or not to undergo life-sustaining treatment.
The interviewees thought advance directives would be useful in setting the parameters for care at the end of life:
Advance directives may help us determine our aims in medical care at the end of life. An advance directive could be useful in resolving any disagreement between physicians and family members. We It would be difficult for me to follow a patient's wishes, expressed in an advance directive, against the family members' wishes to prolong the patient's life. We have to protect ourselves from conflict. It is the family that physicians must deal with after the patient dies. The fact that a physician acted upon explicit patient wishes given in an advance directive would not be enough to protect him or her from blame or a lawsuit filed by the family. Even if the law recognized the validity of patients' advance directives and granted us legal immunity, we could not avoid the agony we wouldfeel in acting against patients'families.
Some indicated that the situation worsened when family members disagreed with each other regarding prolonging the patient's life:
Family members' wishes concerning prolonging a patient's life differ. Close relatives who take care of the patient every day tend to prefer less aggressive management and a peaceful death, while other members who live far awayfrom the hospital request us to prolong the life of the patient as long as possible.
One physician expressed discomfort with discontinuing life support: I am willing to follow a patient's advance directive, but withholding life-sustaining interventions is one thing; withdrawing them is another. It would be no problem if the advance directive instructed me not to initiate life-support in the first place; however, it would be emotionally disturbing to discontinue artificial ventilation or vasopressor, for example, once they are begun. Discontinuation of life-sustaining interventions is taking action, and the boundary between euthanasia and the discontinuation oflife-support is obscure.
There were several other concerns raised regarding the use of advance directives. When to discuss the issues was seen as an important factor: Many patients I have taken care of have been incompetent when decisions to forgo life-support had to be made. However, I cannot imagine that I would discuss such problems with my patients when they are not terminally ill.
Another problem was constraints of time and staff: Many patients will not be able to understand an explanation about advance directives. We need someone to explain the content of advance directives because many patients will not be able to understand the words used in them. And if physicians have to do the explaining, it would be nearly impossible. We do not have the time.
Discussion
Our qualitative study, employing a focus group methodology, was used to explore the reasons why Japanese physicians treat terminally ill patients aggressively, and what affects their decisions. Attitudes and underlying reasons for and against advance directives were also explored. In 1992, the Japan Medical Association officially declared that patient wishes for death with dignity should be respected.4The association also declared that forgoing and terminating life-support based on patient wishes or advance directives is ethically acceptable, and that physicians who do so are immune from legal liability. In our group, no participant held the belief that the end of life should be prolonged. They thought that advance directives providing for patient wishes concerning medical care at the end of life could be utilized in Japan.
Nevertheless, the participating physicians still believed that withholding or withdrawing life-sustaining treatment was the same as abandoning their patients. Despite the official statement of the Japan Medical Association, the physicians feared family lawsuits or accusations of killing the patient. Our findings suggest that some Japanese physicians may regard withholding and withdrawing life-sustaining treatment as ethically or legally unacceptable, rather than regarding these measures as a means to a peaceful death with dignity. 
